In the tuberculoid form of the disease the infection is much more restricted, often being confined to certain areas of skin and to local lymph nodes and certain nerves, although there have been recent reports of some lesions in the internal organs; bacilli in the lesions are few, and tissue reaction to them, with resulting localization, is a marked feature. Now with these widely differing forms of leprosy, widely differing forms of eye involvement may be seen, and without going into any detail I wish to mention them.
LEPROMATOUS INFILTRATION OF THE EYE
This is seen as part of the generalized systemic infection of lepromatous leprosy, and it constitutes the most serious of the leprous eye infections. I will mention only a few points.
First its frequency. It used to be considered that lepromatous infiltration of the eye was characteristic only of severe generalized lepromatous leprosy. During recent decades the better methods of examination available, particularly the slip lamp, have shown that even in the relatively mild lepromatous cases a degree of lepromatous infiltration of the eye is very common, although it frequently produces no marked symptom.
Secondly, its severity. Those who have seen leprosy in various countries have, I am sure, been struck by the marked regional variations in the severity of leprous eye lesions. On the plains of India and in West Africa, where most of my work has been, severe leprous affections of the eye are seen, but much less commonly than in some other countries which I have visited. For example, I once visited a leprosarium in Kashmir where over 50% of the patients were partly or completely blind. I have noted that in Chinese patients, in Anglo-Indian patients, in South American patients and in European patients, severe leprous eye affections seem to be relatively common. Similar local variation is seen in some of the other serious manifestations of leprosy, for example, involvement of the larynx. There does seem to be a definite racial factor operating in these matters.
Thirdly, I would mention the effect of chemotherapy. First I would mention its effect on leprosy in general. In my experience before the introduction of sulphone therapy, the prognosis of lepromatous leprosy was often bad; treatment could only delay the downward progress, and death was the usual outcome, frequently accompanied by partial or complete blindness. Our present treatment of leprosy has many shortcomings, but the hopelessness of the past should not be forgotten. But I would also stress the value of chemotherapy, particularly in the prevention of serious eye lesions. I disease. An interesting feature of many of these cases was cornejl and conjunctival anmsthesia due to involvement of the V nerve, so that the trichiasis caused no symptoms and the patients, therefore, refused to submit to surgical correction of the trichiasis, with continuation of the damage to the cornea: an interesting example of the difficulties confronting the tropical ophthalmologist.
(1) Nerve involvement.-(a) The upper division of the VII nerve is not uncommonly involved in non-lepromatous leprosy, leading to myo-atrophy of the superior part of the orbicularis oculi. This leads to characteristic loss of "winking" and blinking, lagophthalmos, ectropion of the lower lid, and later, to exposure keratitis. In this connexion it is interesting to observe how much exposure the cornea can stand in these cases, and it is wise to delay tarsorrhaphy as long as possible.
(b) Branches of the V nerve may also be thickened and palpable, and corneal anaesthesia may be pronounced. Under these circumstances corneal ulcers readily form, cause remarkably few symptoms, and take a long time to heal.
(2) Lids and lacrimal apparatus.-In lepromatous leprosy madarosis (loss of eyebrows and lashes)
